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Introduction 


The quality of hospital services is an important element in the package 
of services that the poor rely upon, during periods of physical disorder 
and trauma. While these services have seen many a technical advance, 
it has been accompanied by increases in costs and complexity. There 
has been a growing concer over the deteriorating quality of health 
care provided by public hospitals. These problems become more visible 
when it comes to the question of the service to the poor. The lack of 
awareness and education, and difficulty to pay open market rates for 
health services compounds the problems associated with quality of 
public health care. 


How do citizens, particularly the poor, experience these services? 
What is their feedback to the health care system? Where are the 
improvements required? In order to examine these issues, the Public 
Affairs Centre and the Citizens Action Group have designed and 
carried out this study, so as to assess difficulties encountered by the 
poor while making use of hospitals, perceived quality of specific 
components of service, and their ratings of different areas of action 
for improving services. The findings from this study are expected to 
provide a framework for public interest groups and administrators of 
health care systems to design systems for improving access to health 
care for the poor, quality of service they receive, and improve 
satisfaction from services provided. 


The city of Bangalore has a population of four and a half million, 
of which 20% are estimated to be slum dwellers. The facilities for 
health care of citizens in the public domain consist of three large public 
hospitals run by the state health department, three speciality hospitals 
under the central government, a large number of maternity and child 
care hospitals run by the City Corporation, as well as other hospitals 
run by charitable trusts and Missions. A large number of Private clinics 
and nursing homes are spread over the city, which also provide services 
to the urban poor. These hospitals provide treatment on in-patient 
and out-patient basis, depending on the nature of the health problem. 
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The Report Card on health care services is based on a study of 
user perceptions and ratings from four types of hospitals: large Public 
hospitals, small City Corporation run Maternity hospitals, Mission & 
Charity hospitals, and Private hospitals. This was followed with a series 
of interviews with hospital administrators to identify systems and 
processes that explain some of the phenomena described by users. 
The first two stages of the study were carried out in association with 
Marketing & Business Associates (MBA) during January, 1996 and 
April, 1996. The third stage of the study was carried out with the help 
of Ms. Piush Antony, Doctoral Fellow, ISEC, Bangalore. 


Short cases were written up on the basis of a series of in-depth 
interviews. These interviews covered: 


e Patients’ access to service and availability of the service 

e Cost of services : 

e Reliability of services including diagnostic services (X-rays etc.) 
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Satisfaction - cleanliness, politeness, waiting time, the treatment 
itself 7 


Timely availability of drugs 
Patient information systems - providing records to patients etc. 
Speed money paid 


Perceptions of patients on out-patient, critical and general 
surgical care 


e Satisfaction with post surgical / long term care 


The field survey was designed using inputs from the case studies. 
It covered a sample of 361 citizens drawn from 12,896 economically 
weaker households scattered across 65 locations in and around 
Bangalore city. Households with incomes below Rs. 3500/- per month 
were considered for the sample. Separate questionnaires were 
administered for in-patients and out-patients (See Annexe | and 2). 
The survey focused on themes such as : 
Usage profile of different types of health care services 
Quality of medical care and facilities 
Cost of services 
Behaviour of doctors and hospital staff 
Dynamics of speed money 
Overall satisfaction 


The in-patient sample covered 108 users of Government hospitals, 
46 users of Corporation hospitals, 63 users of Mission and charity 
hospitals and 63 users of Private hospitals. Of the 81 out-patients 
covered in the study, 47 were users of Government hospitals, and 34 
used Mission and charity hospitals. 


The study of hospital administration used a purposive selection of 
three government run and three private hospitals preceded the data 
collection. All the government hospitals selected, are attached to 
nursing schools and medical colleges which send students for training 
and house surgency. The three hospitals selected constitute prominent 
government Hospitals in the city in terms of bed strength. These are 
K. C. General hospital, Malleswaram, Lady Curzon and Bowring, 
Shivaji Nagar, Victoria Hospital, Kalasipalayam. Of the three private 
hospitals, one is a full fledged medical institution with various medical 
and paramedical courses and another with only nursing and 
paramedical courses. The third in this category, when compared to 
others is of the status of a nursing home with only 80 beds. The hospitals 
chosen are located in different parts of the city and provide 
representativeness in the selection of the sample. These are St. Martha’s 
Hospital, St. John’s Hospital and P.D. Hinduja Hospital. 


The interviews of hospital administrators went into processes in 
hospitals, that would explain some of the systems and constraints under 
which the health care system operates. It dwelt on themes such as : 


e Facilities available at the hospital 
e Cost of providing services 


e Operating and administrative procedures -staffing, availability of 
medical and para-medical personnel, patient information systems 


e Staff salaries and motivation 
e Waste management 
@ Quality standards (or standards of service) available 


e Hospital policies 


The findings from these stages is presented in separate sections 
that follow, and the concluding section outlines the recommendations 
for further action to improve the quality of services for the poor in 
public hospitals. 


Section I 
Profile of respondents 


The sample survey covered a wide spectrum of the poor from different 
parts of Bangalore. The scope was restricted to include individuals 
who had made use of hospital care during the last six months, in order 
to ensure quality of data. 


Over sixty percent of the sample of in-patients was female. The 
heads of households in this sample were mainly skilled workers (57%), 
and (18%) unskilled workers; the rest included petty traders, salesmen, 
etc. While nineteen percent of the sample were illiterate, thirty two 
percent had some schooling, and forty four percent had SSC or higher 
level of education. Fifty one percent of them used a common tap, 
fourteen percent used municipal pumps, and thirty four percent had 
taps at home. 


Chart 1.1 : Respondent profile (in-patients) by occupation 
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In case of out-patients, fifty four percent of the sample were males. 
Twenty five per cent were literate, forty eight per cent had some school 
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education, and twenty seven had studied up to or higher than the SSC 
level. Fifty one per cent of them used common taps for drinking water, 


ten percent used municipal pumps, and thirty eight percent had taps 
at home. 


Chart 1.2 : Respondent profile (out-patients) 
by source of drinking water 
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Section II 
Usage of hospitals 
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The study did not explicitly seek to assess the extent to which different 
types of hospitals are being used by the urban poor. Given the purposive 
sampling to cover all types of medi-care used by the poor, the profile 
of the sample does not reflect the actual extent of usage of public 
hospitals. But the sample does indicate that education, income, 
occupation or locality do not have a significant bearing on type of 
hospital used. 


Chart 2.1: Profile of users occupation across 
different types of hospitals 
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“Often, poverty drives people to use Government hospitals. Here, 
sometimes, experiences during treatment are so bad that they force 
patients to visit Private hospitals. Kasturiamma, who has had the 
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experience of being treated at a Government hospital and has escorted 
other patients as well, is one such person. Raju, on the other hand, is 
willing to go back to the Victoria Hospital in spite of his unpleasant 
experiences, for he simply cannot afford Private care.” 


The pattern of usage indicates no definite preference or relationship 
between type of illness and mode of health care. A trend that warrants 
mention is that a majority of childbirth cases go to state owned facilities. 
The second point is that a larger section of the poor seem to use Private 
hospitals quite a lot, for operations and typhoid, malaria, etc., inspire 
of the fact that cost of using Private hospitals for these purposes. Chart 
2.2 below presents a profile of illness reported by respondents for 
which they sought in-patient treatment. 


Chart 2.2: Reasons for visiting hospitals 
(given by % of respondents using the type of hospital) 


29 


In addition to costs involved, in-patient treatment also involves 
loss of wages. Hence, the decision to go in for treatment is usually 
taken only when absolutely necessary. One reason why such treatment 
becomes necessary is delay in seeking treatment. This phenomenon 
has been reaffirmed in the course of this study too, where the average 
period of illness before seeking medi-care is reported to be as high as 
132 days. A closer perusal of disaggregated data suggests that a handful 
of odd cases where the waiting period was reported as over a year has 
made it look so extreme. The chart below presents a profile of the 
delay in seeking in-patient treatment in the sample. 
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Chart 2.3 : Time taken before seeking treatment 
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Given the economic status of the poor, it was presumed that “free” 
treatment would be a very important reason for using Government 
hospitals. Low cost was the main reason for choice by thirty percent 
of the respondents using Government Hospitals and Corpn. Owned 
maternity hospitals. But cost was not the only concern in making 
choice. The choice of hospital is largely influenced by the urgency of 
treatment as well as the sequence of events that preceded hospitalisation 
- proximity is a major explanation for maternity cases - quality and 
familiarity seem to be equally important. The chart that follows gives 
a profile of reasons given for choice of hospitals. 


Chart 2.4: Principal reason for selecting hospital 
(given by % of respondents using the type of hospital) 
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Section III 
Cost of treatment 


As mentioned earlier, the basic premise in setting up public hospitals 
was to provide free or cheap medi-care for the poor. While it is 
subsidised to a large extent in the government hospitals, there also 
appears to be some diversity in the extent of subsidy. Government 
hospitals have elaborate rules about rates for services like provision 
of bed, medicines, operation costs, tests and food, which depends on 
the income levels of the patients. Government employees and 
pensioners are charged differently, based on their salary drawn. 


Differential rates are adopted mainly based on the income of the 
patient and as laid down by the government of Karnataka; a profile 
from one of the Government hospitals covered in the third part of the 
study revealed the following. There are two types of wards : general 
ward and special ward. General ward follows three categories of 
income : below Rs. 600, above Rs. 600 and above Rs. 1200. No charges 
are taken for beds from any of the above for general ward category. 
The payments for other wards and services are given in Chart 3.1. 


Chart 3.1 : Norms for charges at Government hospitals 
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Food is free for everyone, expect for government servants whose 
basic pay is above Rs.1640. Ward charge reductions for the 
government servants are also made based on the basic pay up to 
Rs.1000 of Rs.2 -, from Rs. 1000-1500 of Rs. 5/-, from Rs. 1506- 
2500 of Rs. 8/-, and from Rs. 2500-3000 of Rs. 10/-. Food is not fice 
for those drawing pension above Rs. 500, but are exempted from paying 
ward charges. Subsidies on lab services are made similarly. 


In the case of Mission hospitals, on an average, the charges for 
services are high compared to government hospitals. But, as the sample 
hospitals studied work on a principle of charity, the administration 
has discretionary powers to write off the bills in the case of poor 
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deserving patients. There is wide variation across the Mission hospitals 
studied in case of charges for various services. For example, bed 
charges vary between Rs. 15 for a general ward bed in the case of 
Mission hospital | to Rs. 400 for deluxe ward bed in the case of 
hospital II]. Within a hospital, there are various types of wards which 
will have different charges, based on the services provided. In Mission 
hospital III, differential charges are applicable to the kind of ward that 
are chosen by the patient. There are three kinds of wards : general, 
semi-private and private. In the general ward a bed is charged Rs. 15. 
Semi-private wards contain rooms with 2-6 beds ranging from Rs. 45- 
110. private wards are single bedded rooms. The rent for these rooms 
are Rs. 200-235. While medicine charges are not under any kind of 
reduction, food, lab services and operation charges vary according to 
the wards chosen by the patient. For example, the operation charges 
for a caesarean delivery is Rs. 1600 in general ward, in semi-private 
ward, Rs. 3000 and in private it is Rs. 4000. 


The study went into a detailed investigation of different types of 
costs that are borne by patients using different options for medi-care - 
in terms of formal payments made, and informal side payments or 
expenses that took place. Ten percent of the patients using Government 
hospitals succeeded in obtaining totally free treatment, another seven 
percent had to spend on speed money only. At an aggregate level, the 
cost of treatment is, as expected, the highest in Private, followed by 
Mission hospitals; Corporation hospitals which by and large catered 
to a specific aspect of health are reported the lowest cost per 
hospitalisation. The profile is given in Chart 3.2. 


Chart 3.2 : Average expenses on treatment at different hospitals 
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The profile of costs suggests that Government hospitals are still the 
cheapest source of medi-care for the poor. But for a minuscule minority 
who may get free treatment, the cost at a Mission or Private hospital is 
no less than Rs. 500/-. In contrast, forty four percent of the users of 
Government hospitals have spent less than Rs. 500/-. The details of a 
classified profile are given in the chart below. 


Chart 3.3: Total Expense on treatment across 
different types of hospitals 
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But the hardships that the poor face in accessing this “free” treatment 
needs to be examined by relating it to the purpose for which their 
scarce resources are drained. Over fifty percent of the patients using 
Government hospitals had to pay speed money, and eighty seven 
percent in maternity hospitals. In contrast, around twenty-nine percent 
made such payments in Mission hospitals, and twenty four percent in 
Private hospitals. The most important element is speed money that 
the poor have to pay; about 25% of the respondents reported that around 
50% of their expense was on speed money. 


Chart 3.4: Percentage of cost expended on speed money 
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“Often, cost of services at the so-called free Government hospital was 
more than what it would cost to go to a Private hospital. The experience 
of Shahtaz Banu is a pointer to this state of affairs. In her own words, 
“it is wiser to go to a Private hospital, pay the heavy fees and be 
looked after well rather than go to a Government hospital get treated 
badly, and still end up paying for every aspect of the service”. 


The moot question is whether the staff in Government and 
Corporation hospitals are so poorly paid in comparison to the mission 
and private hospitals that they need to depend on speed money for 
making ends meet. Data collected on pay scales across hospitals is 
given below in Chart 3.5. 


Chart 3.5: Salary scales for hospital staff 
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The Government hospitals have a standard package of pay scales 
for different grades of nurses and other support staff. In these hospitals 
appointments are made by the government health department after 
going through a process of selection. Mission hospitals follow different 
pay scales and there is no uniformity in terms of grades within a job 
type and the compensation package. While all the hospitals follow a 
package of basic pay and dearness allowance, which is linked to cost 
of living index, Mission III follows a method of basic and variable 
dearness allowance based on minimum wages act and arrives at a 
consolidated pay for various grades of staff. A comparison of 
government and private hospital staff in terms of pay reveal that except 
in the case of Mission II, other two Mission hospitals have relatively 
low salaries for the nursing and other support staff. It therefore seems 
that government hospital staff are paid competitive salaries when 
compared to mission hospitals, and that there is no special reason on 
that account for medical staff to be chasing speed money. 


Section IV 
Quality of service 


The first aspect of service that the study went into was waiting time 
before doctors would examine the patient after reaching the hospital. 
It is often, in extreme distress that a patient reaches the hospital - 
delay in medical response not only prolongs the agony but could also 
lead to further deterioration and complications in the patients condition. 
The data on waiting time for doctor’s examination and commencement 
of treatment in emergency cases tends to be very ominous, across all 
types of hospitals; the smallest average waiting time of 38 minutes 
was reported by those using Private hospitals. A closer examination 
of disaggregated data suggests that a small set of cases where the 
waiting period was reported as over three hours made it look so 
extreme. Of the 179 patients who felt that they had gone to the hospital 
in emergency conditions, forty seven percent had to wait more than 
ten minutes to get a doctor’s attention, while twenty three percent had 
to wait more than forty minutes. A profile of the delay in examining 
a patient is given below in Chart 4.1. 


Chart 4.1 : Time elapsed before receiving attention of doctor 
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“Kasturiamma mother is not alive to tell us the tale of her experience 
at the emergency ward of a Government hospital. At 5.00 a.m. there is 
not a soul at the so-called emergency ward who is awake to provide 
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the assistance. After much cajoling, a doctor is summoned by a 
reluctant nurse and ward boy. There is no sense of urgency in the 
trainee doctor s movements. The patient continues to be critical 
Medicines are prescribed, but the pharmacy is shut. The patient, a 
victim of apathy, finally succumbs to her illness.” 


Private hospitals tend to be much better in starting treatment once the 
t examination has been completed - forty nine percent report that 

treatment commenced within ten minutes of reaching the hospital. 
The Mission & Charity hospitals seem to fare relatively badly in this 
critical area, with only thirty percent reporting that treatment 
commenced within ten minutes - perhaps they are overstretched for 
doctors, or their para-medics do so good a job that doctors can take 
their time. But the situation is much worse in Government hospitals, 
where over fifty percent of the patients report having to wait fifteen 
minutes to three hours for treatment to commence. Details are given 
below in the chart below. 


a) ae 


Chart 4.2 : Time before treatment commenced 
for emergency patients 
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The waiting time increases substantially for non-emergency cases in 
Government hospitals, with less than one third receiving treatment in 
less than ten minutes. In contrast, fifty percent report receiving 
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treatment in less than ten minutes ‘n Private hospitals, and forty four 
percent of patients of Mission hospitals. The results seem to suggest 
that hospitals have a particular view of what constitutes an emergency, 
and that there is little that a poor patient can do to influence it - not 
even speed money (see next section). 


The situation experienced by the poor in terms of access to beds in 
wards seems to differ very little across different types of hospital. All 
types of hospitals were reported to have provided mattresses on the 
floor, initially, to thirteen percent of patients, before being given beds. 


The insights from the study of hospital administration indicates 
that both government and mission hospitals have a high rate of capacity 
utilisation and occupancy rate. Chart 4.3 presents a profile of capacity 
utilisation. 


Chart 4.3 : Occupancy Profile of hospitals 
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An important aspect of quality of medi-care is the hygiene and 
cleanliness in the hospital environment. Given that a fairly large 
amount of waste is usually generated during medi-care, managing the 
disposal of waste and maintaining hygiene are priorities for ensuring 
that patients recover without complications. While Government/ 
corporation and Mission/charity hospitals differ little in frequency of 
cleaning, namely twice a day, the latter are perceived as significantly. 
The question therefore is that of quality of work and management in 


the Mission/Private hospitals. The frequency of cleaning and 
perception of cleanliness is given in Chart 4.4 
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Chart 4.4: Cleanliness - quality and frequency of cleaning 
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Perhaps the most vital aspect of public health care to the poor is 
availability of free or subsidised medicines and treatment., and can be 
seen as part of the core of support for the poor. Government and 
Corporation hospitals were observed to provide relatively poor support 
in the areas of medicines and injections, with about sixty per cent 
reporting that these inputs were made available to them at the hospital. 
These are basic support services for the poor, and presumed to be 
provided free; shortfalls in this regard reflect shortages and other 
leakages. 


Chart 4.5: Availability of medicines and injections 
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“How do Government hospitals define “free” care ? Most patients 
did not know what to expect and hospital staff do not bother to enlighten 
them. Like Latha, many patients had to get medicines from outside 
the hospital premises. The drug stores at the hospitals never seem to 
have drugs patients need. She, however, was not charged for glucose 
at Bowring hospital. While Vasanthi, was asked to get the glucose on 
her own. Inconsistencies such as these abound.” ’ 
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Section V 
Medical Care 


The quality of medi-care depends, to a large extent, on the availability 
of doctors in time to meet the requirements of patients. While the 
availability of doctors, on a routine basis, was reported to be quite 
good across all types of hospitals, availability on call was also uniformly 
less impressive across all types. The major problem is being 
experienced in the Corporation hospitals, where twenty two per cent 
indicate non-availability or difficulty in getting doctors to respond 
to calls. 


Chart 5.1: Availability of doctors 
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The availability of medical service personnel emerged as follows: 


Chart 5.2 : =. pattern 
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(Per - permanent; Con - contract; Std - student; Tot - total) 
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This profile of staff was related to the bed occupancy rate at the 
hospitals being studied; this analysis, given below in Chart 5.3, suggests 
many important features that may explain why government hospitals 
are seen in poor light. 


Chart 5.3 : Average occupancy rate to staff strength 
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The table relating staff strength to occupancy rate, suggests that mission 
hospitals have higher permanent doctors per occupancy compared to 
government hospitals. This ratio narrows down to a limited extent, if 
we add consultants and house surgeons to this category. Still one can 
safely conclude that on an average, government hospital doctors service 
a larger number of patients compared to mission hospital doctors. With 
respect to other staff, there is clear evidence that the staff work load in 
terms of occupancy rate may be relatively high, at least in quantitative 
terms, in government hospitals compared to mission hospitals. Major 
a can be seen in the case of para medical staff and nursing 
aids too. 


The other major component is in the form of nursing support, where 
there is a continuous interaction with the patient. It can also be seen 
that in the case of government hospitals, the number of permanent 
nurses per patient is below the standard norm of 1 : 3. Mission hospitals 
seem to be following this norm. In many instances, this ratio is 
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maintained by intake of student/trainee nurses from government as 
well as private nursing schools. 


Since most of the interaction of in-patients takes place with the nursing 
staff, the quality of this relationship has an important bearing on the 
confidence and sense of satisfaction of the patient. The study revealed 
that the perception among the poor that nursing staff were only 
somewhat helpful in the Government and corporation hospitals; in 
contrast, services in Private and Mission hospitals were seen in 
better light. 


Chart 5.4 : Helpfulness of nursing staff 
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The survey also sought inputs from patients on what needs to be done 
to improve the quality of medical care, as a surrogate for their 
perceptions on an agenda for action. The suggestions for improvement 
do not reflect any significant differences in perceptions on treatment 
or behaviour across types of hospitals. In other words, patients of 
Mission and Private hospitals have been equally vocal in asking for 
better doctor/staff behaviour as well as improved quality of treatment. 
But Private hospitals seem to be a notch better on all other aspects; a 
notable point is that Mission hospitals have received about the same 
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level of feedback to improve cleanliness as have the Government and 
corporation hospitals. 


Chart 5.5 : Areas calling for improvement 
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Section VI 
Speed money 


The non-formal payments for hospital services have been clubbed 
under the label “speed money”. There seems to be little difference 
across different hospitals, when one looks at the average amount paid. 
The profile is given in Chart 6.1. 


Chart 6.1 : Quantum of speed money payments by in-patients 
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A closer look at the quantity of payment made by different patients 
indicate that the phenomenon is at its peak in Corporation hospitals, 
even though it is the smallest in terms of the average amount. Almost 
87% of patients using Corporation hospitals are paying speed money. 
The case studies suggest that maternity cases have, traditionally, evoked 
a sort of celebration rather than pathos of illness - yet, it does not 
explain why speed money had to be paid to get hot water, or to get the 
baby examined. The study also indicates that Mission and Private 
hospitals are not free of this malaise. Since less than 30% of users of 
Mission and Private hospitals pay speed money, it could be assumed 
that the problem is limited to Government hospitals. 


“Many mothers like Sushilakumari, face the problem of having to 
cough up money to see their new-born babies. Rates - 150 rupees for 
a female baby and 200 rupees for a male baby. To add insult to injury, 
it is clearly a perverse form of gender discrimination. And the peculiar 
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market forces that seem to have pegged the rates uniformly all over 
Bangalore. Sometimes, fact can be stranger than fiction.” 


Chart 6.2 : Profile of speed money payments in different hospitals 
(given by % of respondents using the type of hospital) 
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Many of the reasons for payment have something to do with particular 
services which may have been part of the package of services to be 
provided free of cost in Government and corporation hospitals. But a 
sizeable amount seems to be paid as a token of appreciation or 
consideration for services/flexibility in these hospitals - to what extent 
they are extorted is a question. 


Chart 6.3 : Purpose of speed money payment 
(given by % of respondents using the type of hospital) 
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“Staff rarely made a move unless money was paid for every chore. 
Be it a case of providing a wheel- chair or of giving the daily dose of 
medicines. Many patients, who had visited Bowring hospital had this 
story to tell. What is more horrifying is the fact the even surgeries 
would be scheduled only when the doctors were “taken care of”. Even 
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a leg that would have to be amputated if immediate treatment was not 
given did not merit the due care.” 


A closer analysis of whether patients who paid speed money 
experienced positive results suggests that they were perhaps cheated 
in the bargain. A scrutiny of waiting periods, availability of medicines, 
etc., when related to speed money paid, did not indicate any definite 
pattern. In other words, many of the patients who reported “not having 
paid speed money” also indicated that treatment time was low or that 
medicines and injections were available to them at Government 
hospitals. While it is heartening to see such instances of positive 
behaviour in hospitals, it also reflects the agony that many would have 
gone through after paying through their nose for services that were 
supposed to theirs for the asking. 


“Basha, a 30 year old, was told at the Bowring hospital that he needed 
to undergo surgery for his ulcer condition. He waited patiently for 
almost a month for his operation to be scheduled. Not being able to 
take the wait any longer, he paid Rs. 500 to the doctors. His operation 
was scheduled within two days. His post-operative experiences were 
far from pleasant. In his own words - “only a wretched person should 
step inside these hospitals.” 
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Section VII 
Overall impressions that patients hold about hospitals 


The most important factor in creating an impression on the patient is 
the perception about the extent to which cure was achieved through 
the treatment. Around 83% of patients overall, reported successful 
treatment, of which 40% visited the same hospital again after discharge. 
The overall ratings that patients gave different types of hospitals, 
presented below in Chart 7.1 suggests that treatment at Mission and 
Private hospitals is seen in more positive light. 


Chart 7.1 : Overall ratings of hospitals by patients 


Very good 
Bs Okay 
Ea Very bad 


Govt. Corpn. Mission Private 


The analysis of reasons advanced for overall rating clearly 
highlights the importance attached to perceived quality of treatment 
over aspects such as cost and staff behaviour. While poor quality of 
treatment explains over half the ratings of Government and Corporation 
hospitals as very bad, around 80% of the ratings of Mission and Private 
hospitals as Very Good come from patients who felt that the treatment 
was very good. On the contrary, Very Good ratings on account of 
Less expensive/Free treatment was highlighted by 21% of the in- 
patients who rated the Government hospitals positively. 
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The case studies on hospital administration indicated that there 
are variations across hospitals in terms of attending to complaints from 
patients and public. While all hospitals have a complaint book/box, 
most grievances are conveyed orally to doctors/RMO during their daily 
rounds in the case of government hospitals and to the ward supervisor/ 
nursing superintendent in the case of private hospitals. The usual 
complaints in government hospitals are with regard to cleanliness of 
the wards and against individual members of the staff. 


In government hospitals there seems to be no mechanism to attend to 
the complaints as action on erring nurses or ward staff due to strong 
political affiliations of the respective unions. In the case of senior 
officials, most often informal channels are used to address any 
complaints, as senior medical officers do not exercise their powers to 
take action on any complaint against doctors/senior staff. A related 
difficulty faced by the senior officials is that, certain complaints like 
water shortage etc. often falls beyond their capacity to address, which 
makes the services short of satisfaction. 


At the same time, another official revealed that they usually get fewer 
complaints when compared to private hospitals mainly due to three 
reasons. First, the kind of patients they have are from the low income 
group and tend to be less demanding - they are less articulate about 
the extent to which they are eligible for ‘free’ services, and are often 
‘private patients’ of a government doctor. In such cases, they manage 
to get the same services by bribing the concerned personnel. Third, 
the expectations of patients on services and their demanding capacity 
are low, since they do not pay for it. 


In the case of private hospitals, complaints are often related to 
maintenance, which tend to be addressed immediately by the concerned 
senior officials and the redressal mechanisms are in place and work 
effectively to the satisfaction of the patients. This stems from the fact 
that in private hospitals management bestows greater degree of 
autonomy to the senior officials who take decisions as and when the 
need arises. 


There is no record of patient satisfaction surveys in the hospitals 
studied, except in case of two Mission hospitals, conducted two years 
ago. Of these, two hospitals are planning to have a survey in the coming 
year. In these two hospitals, based on the previous survey findings, 
improvements were made as per the demands of the patients. Issues 
like timings of diet, visitors, and ingredients of the diet were attended 
to based on the patient satisfaction surveys. 
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Conclusions 


The urban poor in Bangalore have been using a variety of options for 
health care. While Government hospitals play a major role, other 
hospitals, including Mission and Private hospitals contribute to health 
care for the poor. Any strategy for health care for the poor has to 
envisage appropriate inputs for all the institutions involved in this 
sector. 


In terms of costs, Government hospitals come out as the cheapest 
source of health care for the poor. This is not only in terms of percentage 
of patients enjoying free treatment, but also of total costs incurred by 
an overwhelming majority of the patients. The unfortunate part of this 
otherwise positive phenomenon is that a major part of the costs incurred 
by the poor are towards illegitimate side-payments, often extorted by 
different participants in the health care system. 


But the most significant problems seem to be in the quality of 
medical care that the poor receive. To start with, the waiting time they 
have to go through before receiving medical attention and treatment 
seems to be quite high. Second, injections and medicines, presumably 
free or subsidised, are often not available at Government hospitals. 
But the more important problem seems to be the total absence of 
standards or the lack of awareness among patients about what they 
can expect at hospitals. It is from this point of view that Mission and 
Private hospitals seem to be serving the poor in a much better manner. 


The manner in which activities are managed in the Government 
hospitals also merit attention. The seriousness of this problem can be 
seen from a simple area like cleanliness of hospitals. Although there 
was no major difference in the frequency with which cleaning was 
carried out across different types of hospitals, the level of cleanliness 
at Government hospitals were rated in much poorer terms. Similarly, 
the poor need to run from pillar to post, to find medicines, sometimes 
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in life and death situations, while being treated in Government hospitals 
- whereas, dispensaries of Mission hospitals are rated to be far more 
efficient in this regard. 


One approach to seeking better quality of medical services and 
facilities that the poor are compelled to seek, is by resorting to speed 
money payment. This approach seems to apply to all levels of medical 
personnel (from doctors to sweepers), and for all types of services 
(from operations to entry into wards without authorisation). Although 
there is wide variation in the quantum of payments, the problem seems 
to be most acute in Corporation Maternity Hospitals, which are used 
primarily by the poor. Designing interventions to reduce the instances 
of extortion could certainly begin there. 


Patients who have been in-patients at Government hospitals seem to 
be less likely to follow up their treatment with subsequent visits. While 
part of this phenomenon can be explained in terms of the tendency to 
avoid hospitals as far as possible, the poor quality of instructions that 
patients receive is also an important factor. This is a major area of 
concern, since improper follow up may not only lead to poor recovery 
and dissatisfaction, but also to a waste of all the efforts that have already 
been put in. 


The feedback from patients have also highlighted the serious 
misgivings they have on the quality of treatment. Notwithstanding 
the poor ratings for helpfulness and courtesy from nursing and other 
hospital staff, and the speed money paid, they have highlighted quality 
of treatment as the major issue. This feedback highlights the distress 
that the poor encounter in hospitals, and the urgent need to create 
mechanisms for improving quality and creating confidence. 


The willingness of a large sample from the poor to make use of Private 
and Mission hospitals, and the average cost of treatment they have 
reported, suggest that “free” treatment is not always preferred at the 
cost of quality. It is true that this does not explain the situation of the 
destitute and the absolute poor - but it forcefully presents the fact that 
“reasonably” priced services which guarantee quality are the need of 
the day. The cost profile also suggests that many of the hidden or 
illegitimate costs can be recovered as legitimate fees, provided hospitals 
can specify them as services to be paid for - implicit in this sort of 
situation is the pressure to bring quality into these services. 
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